ABSTRACT Atraumatic suppurative mediastinitis is an uncommon infection. A case with an associated purulent pericarditis caused by Eikenella corrodens is reported.
The infrequent isolation of Eikenella corrodens in pure culture from patients with subdural empyema, endocarditis, meningitis, osteomyelitis, septic arthritis, pneumonia, lung abscess, and empyema'2 indicates that this organism is probably a low grade but important pathogen in some circumstances. Eikenella corrodens has also been reported in mediastinitis but only as part of a mixed bacterial flora after oesophageal perforation. 3 We report a case in which Eikenella corrodens was the sole causative agent of infection at an uncommon site: atraumatic suppurative mediastinitis45 and an associated purulent pericarditis6 occurred concurrently in a previously healthy young woman, whose primary infection was probably pneumonia. For aerobic growth it appeared to have an obligate requirement for haemin, but further testing showed it to be porphyrin positive. The isolated strain was shown to be sensitive to ampicillin, gentamicin, and cefuroxime, but resistant to clindamycin. Oral amoxycillin was given for three weeks, during which there was continued clinical improvement. When followed up at six months the patient remained well, and the chest radiograph was normal.
Discussion
To our knowledge, this is the first report in which Eikenella corrodens has been implicated as the sole pathogen in a case of atraumatic suppurative mediastinitis. The patient also had pericarditis and the primary source of the infection may well have been occult left upper lobe pneumonia with either direct extension or lymphatic spread into the mediastinum. ' Most infections occur in the posterior mediastinum,7 and recognised primary sources in addition to pneumonia include oesophageal perforation, extension of a retropharyngeal abscess, orofacial cellulitis, dental abscess, empyema, and neck and mediastinal surgery.5 Pure culture of a single organism, as in this case, is unusual and reported cases have invariably been due to polymicrobial infection by bacteroides, peptococci, clostridia, and anaerobic streptococci. 5 There are no specific diagnostic radiological features of mediastinitis. The earliest and most frequent radiological sign is mediastinal widening.89 Consequently, as in this case, the diagnosis may not be clinically obvious and may become evident only at thoracotomy. Furthermore, the high mortality and poor response to antibiotics, which may be due to inadequate penetration into devitalised tissue, make early surgical exploration and drainage necessary for the management of such infections. 
